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TreatmentAbstract Introduction: Tuberculosis (TB) of the head and neck is one of the rarer forms of extra-
pulmonary tuberculosis but still poses a signiﬁcant clinical and diagnostic challenge.
Purpose: The aim of this study is to discuss diagnostic problems of the extra nodal ENT TB and
to analyze its epidemiological and clinical speciﬁcities.
Patients and methods: We report a study of 21 cases of extra-nodal locations of TB managed in
the ENT department of the Habib Thamer Hospital of Tunis between 2003 and 2012.
Results: The disease affected the nasopharynx in 13 cases, the tonsils in 3 cases and the larynx in
2 cases. The parotid gland, the thyroid gland and the rhinosinus were compromised in one case
each. The clinical signs as well as radiology and endoscopy are not speciﬁc. Diagnosis was based
on histopathological examination. All our patients received anti-tubercular chemotherapy. The evo-
lution was favorable with 12 months average outcome.
Conclusion: There are no pathognomonic features indicative of this disease. It is important for
otolaryngologists to mention TB as a differential diagnosis in head and neck malignancies and other
chronic non infective and infective pathological conditions. Early diagnosis and therapy may pre-
vent needless and risky surgery.
ª 2014 Egyptian Society of Ear, Nose, Throat and Allied Sciences. Production and hosting by Elsevier
B.V. All rights reserved.1. Introduction
Tuberculosis (TB) is a chronic infection that is caused by
mycobacterium tuberculosis. The primary site is commonly
the lung. Nevertheless, in the last decades, we noted an
increase of ENT TB incidence. Lymph nodes remain the most
frequent location involved. Although uncommon, otherextranodal ENT sites could be compromised. The clinical signs
as well as radiology and endoscopy are not speciﬁc. In the
endemic area such as in Tunisia, it should be mentioned as a
differential diagnosis in head and neck malignancies and other
chronic non infective and infective pathological conditions.
The aim of this study is to discuss diagnostic problems of
the extra nodal ENT tuberculosis and to analyze its epidemio-
logical and clinical speciﬁcities.2. Patients and methods
We carried out a ten-year retrospective study of 21 patients
having extra-nodal locations of TB managed in the ENTed.
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2003 and 2012. Patients’ medical records had been evaluated.
Epidemiological factors, clinical condition at presentation,
biological and radiologic explorations underwent, methods
of biopsy, histopathology results, treatment modalities, fol-
low-up, and outcome were all analyzed.
Diagnosis was suggested by histopathology results that
revealed chronic granulomatous inﬂammatory exudates, with
or without centrally caseating necrosis. In the cases without
caseating granuloma, the diagnosis was conﬁrmed with com-
plete recovery under anti-tuberculosis treatment.3. Results
Our study included 8 men and 13 women aged from 6 to
65 years with a mean age of 46 years. The disease affected
the nasopharynx in 13 cases, the tonsils in 3 cases and the lar-
ynx in 2 cases. The parotid gland, the thyroid gland and the
rhinosinus were compromised in one case each. Only one
patient reported TB contagion (family history of TB). In a
seven-year-old child, previous BCGitis has been noted two
months before tonsil tuberculosis.
The mean duration of symptoms before consulting was
9 months. Clinical presentation varied with the site affected
(Table 1):
 For the 13 cases of nasopharyngeal TB, patients suffered
from chronic nasal obstruction, blood-stained rhinorrhea
with infected postnasal drip associated in 8 cases with neck
masses. The rigid nasal endoscopy examination revealed
bulging or unequally thickened mucosa of the posterosupe-
rior nasopharyngeal.
 In 3 cases of tonsil infection by tuberculosis, patients con-
sulted the physician for odynophagia. Clinical examination
showed hypertrophied ulcerated tonsil.
 Two patients with laryngeal TB had chronic hoarseness.
Transoral ﬂexible ﬁberoptic laryngoscopy revealed a bud-
ding ulcerative aspect of the larynx (Fig. 1).
 One female patient presented with swelling of the right side
of the face. The examination revealed a 2 cm mass of the
parotid gland with neither inﬂammatory signs nor facial
paralysis (Fig. 2).
 Another female patient noticed a lump on her neck. Clinical
examination found a 2.5 cm thyroid nodule.
 In the sinonasal TB case, the presenting symptoms were
nasal obstruction with infected rhinorrhea and a gradually
increasing swelling of the left cheek and the orbital region.Table 1 Clinical presentation and clinical ﬁndings of Head and ne
Location Presenting symptoms
Nasopharyngeal TB Nasal obstruction, blood-stained rhinorrhea
postnasal drip, neck swelling
Tonsil TB Odynophagia
Laryngeal TB Hoarseness
Parotid TB Lateral face swelling
Thyroid TB Neck swelling
Sinonasal TB Nasal obstruction, rhinorrhea, cheek swellinNasal examination revealed soft tissue mass of the left nasal
fossa with purulent discharge from left middle meatus
(Fig. 3).
Blood investigations such as total and differential white
blood cell count were normal in all cases. Tuberculin skin test,
performed in 6 patients, was positive in 3 cases. Ultra sound
imaging was required in 9 patients to study the thyroid nodule
in one case and the lymphadenitis in 8 cases. Computerized
tomography scan was practiced in 2 cases: sinonasal CT scan
in one case and cervical CT scan in the other. Magnetic reso-
nance imaging was performed in 2 patients to explore the par-
otid mass in one case and laryngeal tuberculosis in the other.
Chest X-ray showed no associated pulmonary lesion in all
cases.
Clinical, biological exploration and imaging were mislead-
ing. Diagnosis of tuberculosis was mainly histopathological.
Our patients underwent different procedures to obtain biopsy.
Two patients were subject to laryngoscopy and biopsy under
general anesthesia. Tonsillectomy was required in 2 cases.
One patient had exofacial parotidectomy. Another patient
had loboisthmectomy. The 15 others were subject to biopsy
of the affected site under local anesthesia.
Pathology report was suggestive of TB in all cases. It
revealed epithelioid cell granulomas with or without caseating
necrosis.
All our patients received medical treatment based on anti-
tubercular chemotherapy: Four drug regimen (rifampicin, iso-
niazid, ethambutol and pyrazinamide) in the intensive phase of
two months followed by two drugs (rifampicin and isoniazid)
in a continuation phase of further 6–8 months. The evolution
was favorable in all cases. Neither resistance nor recurrence
had been reported with a 12 month average follow-up.
4. Discussion
Tuberculosis, caused byMycobacterium tuberculosis, is one of
the most devastating bacterial diseases to affect humans.
According to WHO global tuberculosis report, in 2011, there
were an estimated 8.7 million new cases of TB (13% co-
infected with HIV) and 1.4 million people died from TB.1 This
chronic infection can affect virtually any organ system in the
body. With the advent of antituberculosis chemotherapy, the
incidence has come down signiﬁcantly, but there is a resur-
gence of extrapulmonary tuberculosis including primary
otorhinolaryngeal TB. This is in part due to human immuno-
deﬁciency virus (HIV).2 TB of the head and neck comprisesck TB.
Clinical ﬁndings
, Bulging or asymmetry
in nasopharyngeal wall
Hypertrophied ulcerated tonsil
Budding ulcerative aspect of the larynx
Mass of the parotid gland
Thyroid nodule
g, palpebral edema Soft tissue nasal mass, purulent
discharge from left middle meatus
Figure 1 Cervical MRI (T1-weighted, axial plane) showing (A): expanding process of the left vallecula (B): highly enhanced by contrast
material corresponding to laryngeal TB.
Figure 2 cervical MRI (coronal (A) and axial (B) plane) showing a mass of the right parotid gland with avid enhancement on
postcontrast T1-weighted sequence. Parotid gland TB.
Figure 3 Sinonasal CT scan (coronal view) showing opaciﬁed
left sinuses with osteolysis of the orbital ﬂoor in sinonasal TB.
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majority of which are cervical lymph node disease. Extranodal
head and neck TB is rare and represents less than 1% of all TB
sites.3–5Inoculation of extranodal head and neck locations occurs in
different ways. Primary involvement probably occurs due to
reactivation of dormant acid fast bacilli in the lymph system
or due to direct mucosal infection after inhalation of the bacilli.
Secondary involvement occurs by hematogenous dissemination
from pulmonary disease or direct spread from the lung.6,7
Nasopharyngeal TB is the most common extranodal ENT
site. It affects mainly young people. Main symptoms are nasal
obstruction, bleeding and rhinorrhea. Lymphadenitis is associ-
ated in 50–70% of the cases (61.5% in our series). Endoscopic
examination may reveal a polypoidal mass, ulceration, plaque,
or diffuse mucosal thickening. All these ﬁndings may suggest
nasopharyngeal carcinoma, lymphoma, or Wegener’s granulo-
matosis. Infections such as syphilis, leprosy, and fungal
diseases may have a similar appearance.5–7
There are mainly three types of pathologies seen in sinonasal
TB. In the ﬁrst type, infection is conﬁned to the mucosa
only, leading to polypi ﬁlling the antrum and minimal pus
discharge. The second type has bony involvement and ﬁstula
formation, discharge is abundant with teaming bacilli. The
third type is associated with hyperplastic changes and forma-
tion of tuberculoma. Untreated, sinonasal TB can lead to sep-
tal perforation, atrophic rhinitis or nasal stenosis.5,6,8
Tuberculosis of the oral cavity is uncommon. Tonsillar TB
commonly presents with sore throat and difﬁculty in degluti-
tion. TB of the tonsils might be suspected if the tonsils are
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cervical lymphadenopathy. Predisposing factors for primary
oral tuberculosis include alcoholism, HIV infection, poor den-
tal hygiene, dental extraction, periodontitis, and leucoplakia.
Differential diagnosis of oral and pharyngeal tuberculosis
includes traumatic ulcers, aphthous ulcers, hematological dis-
orders, actinomycosis, syphilis, midline granuloma, Wegner’s
disease, and malignancy.6,9
Presenting symptoms of laryngeal TB are mainly hoarse-
ness (80–100%) and odynophagia (50–67%). Laryngeal TB
can involve all parts of the larynx. The vocal cords are most
frequently affected. Laryngeal TB can manifest as edema,
hyperemia or ulcerative lesions. The distinction between laryn-
geal TB and chronic laryngitis or laryngeal carcinoma is
particularly difﬁcult. In the past, laryngeal TB used to be a
common complication in advanced pulmonary tuberculosis.
Today, laryngeal TB as a primary site is increasing. In our ser-
ies, no patient showed an associated pulmonary TB.5,6,10
Tuberculosis for major salivary gland is included among
the less commonly encountered forms of cervicofacial tubercu-
losis. It mainly involves the parotid gland. It usually presents
as a unilateral swelling or abscess involving the parenchyma
of the gland. The presence of ﬁstula suggests the diagnosis.
The differential diagnosis includes generally benign malignant
neoplastic diseases of the parotid and sarcoidosis. Early suspi-
cion and diagnosis by ﬁne needle aspiration cytology is
required to avert the need for surgery which may be a hazard-
ous procedure in a medically treatable condition.5,11
Thyroid gland TB represents 0.1–0.4% of all TB sites. Thy-
roid TB presents in the form of thyroid nodule or multinodular
goiter. Clinical examination must look for a ﬁstula oriﬁce. The
diagnosis of thyroid tuberculosis must therefore be suspected
in any case of goiter occurring in a context of tuberculosis or
immunodepression. When suspected, aspiration cytology con-
ﬁrms the diagnosis avoiding potentially dangerous thyroidec-
tomy in this inﬂammatory context.12,13
Clinical presentation, imaging and tuberculin skin test are
not speciﬁc. TB should be considered in the differential diag-
nosis of soft tissue masses of the head and neck, particularly
when the imaging ﬁndings and clinical presentation are atypi-
cal. The diagnosis of TB is mainly based on histopathological
examination. Mycobacterial smear and culture are difﬁcult in
extrapulmonary tuberculosis, because of low concentration
of pathogens in specimens and conﬁrm TB with a delay of
2 months. In cases of suspected extrapulmonary tuberculosis,
rapid and accurate laboratory diagnosis by PCR (polymerase
chain reaction) is useful.2,5,6
According to WHO guidelines, extrapulmonary disease
should be treated with the four drug regimen for two monthsfollowed by two drugs during 4 months.13 Antituberculous
chemotherapy remains the cornerstone of treatment for extra-
pulmonary tuberculosis, and the role of surgery is mainly to
establish an early diagnosis and initiate early treatment.2
5. Conclusion
Rare occurrence and lack of characteristic symptoms of head
and neck tuberculosis often lead to misdiagnosis. Most often,
this is a surprise diagnosis. Histopathological examination is
the most important diagnostic procedure. The treatment is
based on anti-tubercular chemotherapy.
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